Gingival recession is one of the most common soft tissue problems, especially when it hinders the esthetics of a patient. Gingival recession can further lead to root caries, sensitivity, and difficulty in plaque control. Moreover, exposed roots are prone to abrasion and erosion. Periodontal plastic surgery is one of the emerging fields, which helps to meet such soft tissue problems. Currently, a variety of techniques are being used for root coverage, like pedicle grafts, coronally advanced flap, free mucosal graft, epithelial connective tissue graft, guided tissue regeneration, and acellular dermal matrix. This article highlights a case that was successfully managed by double papilla graft technique in combination with amnion membrane for root coverage of Miller class II recession defect in the mandibular canine region. In this technique, the soft tissues adjacent to the recession area were positioned over the recession defect. The main advantage of this technique is that the flap remains attached at its base so that it retains its own blood supply during transfer to a new position. It also preserves the interdental papilla, thus preserving the gingival height. As an alternative to the epithelial connective tissue graft, amnion membrane has the advantage of no invasive palatal wound, regenerative potential, and improved esthetic results. This procedure is highly sensitive and had predictable results, with a clinically significant amount of root coverage.
INTRODUCTION
The basic intention of any root coverage procedure is to achieve complete restoration of all periodontal structures in the area of root recession. Gingival recession is defined as the exposure of root surfaces by displacement of the gingival margin apical to the cementoenamel Case RepoRt 1 Reader, 2 
CASE REPORT
A 38-year-old male patient was referred to the Department of Periodontology at Saraswati Dental College, Lucknow, with the chief complaint of receding gums with hypersensitivity. The patient had a Miller class II recession defect on the mandibular right canine. The distance from the CEJ to the marginal gingiva in 43 was 3.5 mm (Fig. 1A) . The patient had positive tactile and air blast sensitivity. Any etiology that may contribute to the progression of recession was identified and ruled out. Also, instructions for proper toothbrushing and oral hygiene were given to ensure maintenance before, during, and after therapy.
The procedure was explained to the patient, and informed consent was obtained. Proper evaluation of gingival biotype of donor areas was done by transgingival probing and found to be of the thick biotype. 6 A root coverage with double papilla technique, utilizing amnion membrane was planned after Phase I therapy (after 4 weeks). After local anesthesia with 2% lignocaine hydrochloric acid (1:200,000 adrenaline), a V-shaped incision surrounding the recession defect was given (Fig. 1B) . This allows the removal of a wedge of marginal tissue and provides a fresh wound surface for tissue approximation. A submarginal incision was then made on both adjacent teeth to leave a collar of marginal gingiva, followed by mesial and distal vertical-releasing incisions (Fig. 1C) . A split-thickness lateral sliding flap was raised from both adjacent teeth that extended apically beyond the mucogingival junction to release the flap sufficiently ( Fig. 2A) . After flap elevation, the exposed root surface was thoroughly planed with the help of a curette, and chemical root conditioning was performed using tetracycline for 5 minutes (Fig. 2B) . The amnion membrane was placed and both pedicle flaps were sutured without tension followed by suturing of vertical incisions using a 4-0 silk suture (Figs 2C and D) . Light-cured periodontal dressing (Barricaid, Dentsply) was applied at the surgical site (Fig. 3A) . Postsurgical instructions were given and the patient was placed on amoxicillin 500 mg 3 times a day for 5 days, aceclofenac 100 mg 2 times a day for 5 days, and chlorhexidine 0.2% twice a day for 4 weeks. The patient was asked not to chew or brush for the first 4 weeks. Ten days after surgery, periodontal dressing and sutures were removed and the surgical area was carefully irrigated with 0.2% chlorhexidine. Significant root coverage was obtained without any postoperative morbidity or recession to the adjacent teeth. Oral hygiene instructions were reinforced. A follow-up examination after 3 months revealed stable root surface coverage (Fig. 3B) .
DISCUSSION
Gingival recession, especially within the esthetic zone, is of primary concern for patients and must be corrected if an esthetic smile is to be achieved. If untreated, gingival recession may progress to the point that it can compromise the prognosis of the tooth in question. Several innovations and modifications have been developed for surgical root coverage. The surgical technique that is undertaken depends on several factors like the size of recession defect, anatomy of defect site, localization in esthetic region, the presence or absence of keratinized tissue adjacent to the defect, the width and height of the interdental soft tissue and depth of the vestibule, or presence of frenula. In this case report, a double papilla graft technique with amnion membrane was used for successful root coverage. Although the double papilla graft technique is not a new procedure and has been used alone or in conjunction with connective tissue graft or other membranes, 7 to the best of the authors' knowledge, no published literature is available of double papilla graft in combination with amnion membrane. Use of amnion membrane as guided tissue regeneration not only maintains structural and anatomical configuration, but also contributes to healing through reduction of postoperative scarring and subsequent loss of function, and also provides a rich source of stem cells. 8 The extent and predictability of root coverage procedures are dependent on the quality of the vascularity that is maintained at the surgical site. The advantage of this procedure is that blood supply is maintained from the base of the pedicle and the surrounding areas of the recession defect. The gingival biotype of the adjacent flap is also an important aspect for root coverage outcome. 9 The interdental papillary tissue should be thick enough at the area adjacent to the recession defect. A submarginal incision was given in the present case to preserve the integrity of the marginal gingiva and esthetic appearance at the donor site. The dimension of the flaps is critical for predictable root coverage, i.e., a wider pedicle will maintain increased blood supply to the flap. With the use of amnion membrane, the postoperative discomfort was minor and no second surgery or another surgical site was involved. 10 The color of the pedicle graft matches well with the adjacent gingiva, and this procedure resulted in excellent esthetics with stable root coverage. As with any other technique, the disadvantages of this technique are possible bone loss, necrosis of the flap if it is too thin, and gingival recession at the donor site. Careful manipulation of the flap and adequate suturing is necessary to ensure proper healing in the desired position. Without adequate closure of both the papilla flap, separation can occur, resulting in exposure of the root surface.
CONCLUSION
The double papilla graft in conjunction with amnion membrane is an effective treatment modality for the management of isolated recession defect. It is a challenging and technique sensitive procedure to join the two delicate papillae and to avoid recession or bone loss at the donor site. However, this surgical technique resulted in highly satisfactory and complete root coverage of the recession defect.
